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 This visit was a follow-up to the ESRD federal 

recertification survey that was conducted on 

9/18-25/13.

Survey date:   November 4, 2013

Facility:  003229

Medicaid Vendor:  200383830

Surveyor: Susan E. Sparks, RN, PHNS

Four Conditions for Coverage and 27 standard 

level deficiencies were corrected with this survey.

               

Indiana University Health Adult Dialysis Center is 

in compliance with the Conditions for Coverage 

42 CFR Part 494.  

Quality Review: Joyce Elder, MSN, BSN, RN

November 5, 2013
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